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Introduction
Subclinical depression is common (Cuijpers, de Graaf, & van Dorsselaer, 2004; Horwath, Johnson, Klerman, & Weissman, 1992) , impairs the health-related quality of life of individuals substantially (Chachamovich, Fleck, Laidlaw, & Power, 2008) and is associated with a large societal burden (Broadhead, Blazer, George, & Tse, 1990) . It can be defined as a score above a threshold for depressive symptoms that fail to meet the diagnostic criteria of major depression and/or dysthymia (Cuijpers & Smit, 2004) or as a depressed mood accompanied with less severe symptoms than those required for a Diagnostic and Statistical Manual of Mental disorders -fifth edition (DSM-V) diagnosis. Estimates of the prevalence rates of subclinical depression in samples range from 2% to 24% (Kessler, Zhao, Blazer, & Swartz, 1997; Rucci et al., 2003) depending on the definition, population and instrument used.
Subclinical depression is an important risk factor for developing a major depression. Depending on the sample, 20%-34% of people with a subclinical depression develop a major depression (Cuijpers, Beekman, Smit, & Deeg, 2006; Hill, Pettit, Lewinsohn, Seeley, & Klein, 2014) . Randomized controlled trials have shown that the onset of depression can be prevented by preventive interventions (Van Zoonen, Buntrock, et al., 2014) . However, few people with subclinical depression seek help for their symptoms; the number of people that seeks professional help is estimated at 1%. Three categories of determinants of help-seeking behaviour are often distinguished: need factors such as severity and duration of symptoms, enabling factors such as organizational factors, and predisposing factors such as personality and attitudinal factors (Andersen & Newman, 2005; Anderson, 1973) . Need factors are often less pronounced in people with subclinical depression, which is an important reason for people not to seek help, despite potential benefits. Thus, people are unlikely to seek help unless other indicators of need become more prominent such as exposure to a major stressful life event (Druss et al., 2007) . Those who perceive a need for help without receiving any are often hindered by attitudinal barriers (Mackenzie, Erickson, Deane, & Wright, 2014; Van Zoonen, Kleiboer, et al., 2014) .
Attitudinal barriers towards help-seeking include stigma-related concerns, fears or embarrassment about revealing personal details, beliefs that one should handle problems by oneself and beliefs about the probability that a service will help resolve a problem (Mackenzie et al., 2014) . Research indicates that attitudinal barriers towards mental health services have become more negative over time which stresses the need to develop our understanding of help-seeking attitudes to improve access to professional help (Mackenzie et al., 2014) .
This study has examined determinants of attitude towards mental health care (e.g. professional mental health care, informal help and self-reliance) in people with subclinical depression. First, we examined the relationship between various factors (e.g. age, gender, education level, marital status, employment status, severity of symptoms, mastery, accessibility to professional care, whether or not people had used professional care in the past) and attitudes towards mental health care. Based on the literature, we expected that older people, females, people who were married, employed, suffered from more severe symptoms and people who had already used professional care in the past would have a more positive attitude towards professional care and/or informal help. Second, we examined whether a change in attitudes between baseline and follow-up was related to a change in mastery, severity of depressive symptoms and use of care. We expected that a change in severity of symptoms (e.g. more severe), lower mastery over time and experience with mental health care would be associated with attitudes towards professional care and/or informal help.
Methods

Design, participants and procedure
Data from the Netherlands Study of Depression and Anxiety (NESDA) were used. Details can be found in another paper (Penninx et al., 2008) . NESDA was designed to examine the long-term course of anxiety and depression in a longitudinal cohort study. In this study, we used data from wave 1 (baseline) and wave 3 (4-year follow-up). Respondents were recruited between September 2004 and February 2007 from the general population, general practices and mental health care centres in Amsterdam, Groningen and Leiden. Recruitment procedures were the same across regions and recruitment setting. Exclusion criteria included insufficient understanding of the Dutch language and a primary clinical diagnosis of a psychiatric condition that was not the subject of NESDA (e.g. psychotic disorders). Written consent was obtained from all respondents. The NESDA protocol has been approved by the Ethical Review Committee of the VU University Medical Center and local boards of every participating centre.
We included people with a score above 19 on the Kessler 10 (K10) screening instrument (Kessler et al., 2002) who did not meet the diagnostic criteria for depression (e.g. dysthymia and/or major depression) or anxiety in the past 6 months according to the Composite International Diagnostic Interview (CIDI) (Andrews & Peters, 1998; Kessler et al., 2002) . Those with incomplete data at one or both assessments were excluded. A total of 1089 respondents scored above 19 on the K10; however, 561 of these respondents (52%) met the criteria for depression in 6 months prior to recruitment. Of the 528 respondents with subclinical depression, 178 respondents met criteria for current anxiety disorders and another 115 respondents had missing data, resulting in 235 respondents with subclinical depression.
Instruments
Depression screening instrument. The K10 was used as a screening instrument for depressive symptoms (15). This self-report questionnaire has shown to have good sensitivity and specificity for detecting people with major depressive disorder (Donker et al., 2010) . The questionnaire consists of 10 questions which are answered on a 5-point rating scale ranging from 'never' to 'always'. The Dutch version of the K10 has good psychometric properties (α = 0.94) (Donker et al., 2010) .
Diagnostic instrument. The CIDI version 2.0 was used to establish depression status (e.g. major depression and/or dysthymia) in the past 6 months (Andrews & Peters, 1998) . This diagnostic instrument was developed by the World Health Organization (WHO) for research purposes and lay interviewers. The interview has shown good psychometric properties for depressive disorders (Andrews & Peters, 1998) .
Attitude towards mental health care. To establish people's attitude towards mental health care, we used a short version of the 'Trust in mental health care' questionnaire (Friele, Verhaak, & Andela, 2000) . The questionnaire consists of five questions: two measured 'confidence in professional help', two measured 'confidence in help from family/friends' and one single item stating 'psychological problems are best kept to one's self' (e.g. self-reliance). Items were scored on a 4-point rating scale with 'no' (1) to 'yes' (4), with 2.5 as the neutral 'no opinion' option. This resulted in three types of attitudes: attitude towards professional care, attitude towards in informal help and attitude towards self-reliance (e.g. psychological problems can be best kept to one's self).
Demographic variables. Demographic variables (e.g. gender, age, educational level, marital status, employment status) were derived from the baseline measure. Educational level was divided into three categories: basic (e.g. elementary education only), intermediate (e.g. lower level vocational education, general middle level education, middle level vocational education, general secondary education) and high (e.g. higher level vocational education, college/ university education). Marital status was divided into two categories: 'partner/married' (1) and 'not married/no partner' (0). Employment status was recoded into two categories: 'employed' (currently employed, self-employed, on sickness benefit, pregnancy/maternity leave and other) and 'unemployed' (occupationally disabled, early retirement, unemployed and other). The 'other' option was chosen 10 times and referred to variations of employed or unemployed. For example, 'officially employed, but due to a work related conflict at home and looking for a new job'. These answers were recoded into either employed or unemployed.
Depressive symptoms. Severity of depressive symptoms was established using the Inventory of Depressive Symptoms (IDS) (Rush et al., 1986) . This self-report questionnaire contains 30 questions, with 4 answering options to each question (scored from 0 to 3). The psychometric properties of the IDS have shown to be acceptable to good (Gili et al., 2011; Rush, Gullion, Basco, Jarrett, & Trivedi, 1996) . The internal consistency in this study was good (Cronbach's alpha α = 0.77).
Accessibility to care. To establish perceived accessibility to health care, we used questions from the first part of the Quality of care Through the patients' Eye Questionnaire (QUOTE) (Sixma, Kerssens, Campen, & Peters, 1998) . The QUOTE measures the quality of care as it is delivered from the patient's point of view and consists of 36 items. The first part entails 18 items divided over 6 subscales, including accessibility, general practitioner (GP) care, patient centeredness, explanation and advice, self-help, effective care. Items were scored on a 4-point rating scale from 1 ('no') to 4 ('yes'), with the score 2.5 as the neutral 'does not know' option. This study used the accessibility subscale that consists of three items. Higher scores indicate better accessibility to care. The reliability in this study was fair (Cronbach's alpha α = 0.68).
Care utilization. To establish whether people had received care for their mental health problems, a question from the QUOTE determines whether respondents had ever received care from their GP or other therapist for their mental health problems. They could answer with either 'yes' or 'no'. The same question was asked at follow-up.
To examine a change in help-receiving between baseline and follow-up, a variable with the possible combinations from the answers on baseline and follow-up was created. This leads to three possible categories: no help received at baseline, but help was received at follow-up (0), no help received at baseline or follow-up (1) or help was received at both baseline and follow-up (2).
Locus of control.
To examine locus of control (e.g. mastery), we used the 5-item Pearlin and Schooler (1978) mastery scale. Mastery refers to the feeling to which a person perceives himself or herself to be in control of events and on-going situations. The questionnaire consisted of five items which are rated on 5-point scale ranging from 1 ('strongly disagree') to 5 ('strongly agree'). This results in a total score between 5 and 25, where higher rates indicate more feelings of mastery. In a non-institutionalized sample, it has shown reasonable reliability (α = 0.67) (Penninx et al., 1997) . However, this study showed good reliability (α = 0.81).
Statistical analysis
To examine the association between the determinants and attitude towards care (e.g. professional informal help and self-reliance) at baseline, we first conducted univariate regression analyses. We created dummy variables for education (reference category was basic education). Next, we carried out multivariate multiple regression analyses to investigate which variable was most strongly associated with attitude at baseline.
Furthermore, we conducted univariate multiple regression analyses to examine whether a change in attitude over time was related to a change in other relevant variables (e.g. mastery, severity of depressive symptoms and use of care). In the regression analyses, attitude at 3-year followup was the dependent variable and baseline attitude and other variables were included as the independent variables. We calculated change scores between baseline and followup for mastery and severity of depressive symptoms. We created two dummy variables for use of care to indicate the direction of change between baseline and follow-up. The reference category was received care at follow-up, but not at baseline.
Results
Sample
The average age of respondents was 43 years, with a range of 18-65 years. Most respondents were females (n = 175, 74%) and 26% were males (n = 60) ( Table 1 ). More than half of the respondents had an intermediate level of education (n = 122, 52%), 43% of the respondents (n = 101) had a high level of education and only a minority had a basic level of education (n = 12, 5%). Most respondents indicated that they had used professional care for their mental problems (n = 171, 73%) and only 64 respondents (27%) indicated never to have used professional care.
Associations between factors and attitude towards professional care at baseline
Results showed that respondents who were younger (b = 20, p < .01), experienced more control over their lives (b = 0.21, p < .01) and had a high level of education (b = 0.37, p < .01) reported a more positive attitude towards mental health care at baseline (Table 2) .
Results from the multiple linear regression showed that respondents who were male (b = 13, p < .05), younger (b = 02, p < .01), experienced more control over their lives (b = 0.06, p < .05) and reported better accessibility to care (b = 0.19, p < .01) reported a more positive attitude towards professional mental health care ( Table 2) . The model was a good fit to the data, F(10, 224) = 4.34, p < .001; however, only 16% of the variance was explained (R 2 = .16).
Associations between factors and attitude towards informal help at baseline
Results of the univariate linear regression analyses showed that respondents who experienced more control over their lives (b = 0.17, p < .01) reported a more positive attitude towards informal help at baseline (Table 2) .
Multiple linear regression analysis showed that a more positive attitude towards informal help is associated with being unemployed (b = 39, p < .05) and experiencing more control over one's life (b = 0.04, p < .05) ( Table 2) . However, the model was not a good fit to the data (F(10, 224) = 1.87, p = .05) and explained only 8% of the variance (R 2 = .08).
Associations between factors and attitude towards self-reliance at baseline
The results of the univariate linear regression analyses showed that respondents who were older (b = 0.01, p < .001) and who experienced less control over their lives (b = 04, p < .01) reported a more positive attitude towards self-reliance (Table 2) . Multivariate analysis showed that respondents who were older (b = 0.01, p < .001), experienced less control over their lives (b = 17, p < .05) and who indicated less accessibility to professional care (b = 17, p < .01) reported a more positive attitude towards self-reliance ( Table 2) . The model was a good fit to the data, F(10, 224) = 4.11, p < .001. However, only 16% of the variance was explained by the model (R 2 = .16).
Longitudinal descriptive characteristics
When examining the possible factors associated with a change in attitude (e.g. mastery, severity of symptoms and care utilization in the past), most people indicated that they had used care at both baseline and follow-up (73%), 23% indicated no use of care at baseline or follow-up, whereas only 4% indicated that they had not used care at baseline, but they had used care at follow-up. Most people reported an increase in mastery between baseline and follow-up (52%), 37% reported lower mastery and 11% did not report a change in mastery. Furthermore, most people reported a decrease in severity of depressive symptoms (64%), 32% reported an elevation in depressive symptoms and 4% reported no change in depressive symptoms between baseline and follow-up.
Longitudinal analysis of variables on attitude towards professional care
Respondents who had not used professional care (GP or other specialist for mental problems) at baseline or follow-up reported a more negative attitude towards professional care at follow-up compared to respondents who had not used professional care at baseline, but who indicated a use of professional care at 4-year follow-up (p < .05) ( Table 3) .
Multivariate stepwise analysis showed similar results (Table 3 ). Both models showed that a positive attitude at baseline is associated with a more positive attitude at followup (p < .001, in both models). Furthermore, the second model, including all variables, showed that respondents who indicated no use of professional care at baseline and followup reported a less positive attitude towards professional care at baseline. The first model was a good fit to the data, F(1, 233) = 96.13, p < .001 and explained 29% of the variance (R 2 = .29). The second model was a good fit to the data also, F(5, 229) = 16.33, p < .001 and explained 32% of the variance (R 2 = .32). However, the R 2 change was not significant (p = .07), indicating the model with all predictors does not explain more of the variance than our first model including attitude at baseline only.
Longitudinal analysis of predictors on attitude towards informal help
No significant associations with attitude towards informal help at follow-up were found, except for attitude at baseline (p < .001) (Table 3) . Multivariate analysis showed similar results, indicating that attitude towards informal help at baseline was associated with attitude towards informal help at follow-up (Table 3 ). Both models showed a good fit to the data; model 1 F(1, 233) = 42.71, p < .001, and model 2 F(5, 229) = 10.65, p < .001. The first model explained 16% of the variance (R 2 = .16), while the second model explained 19% of the variance (R 2 = .19). Again, the R 2 change was not significant (R 2 change = .03, p = .05).
Longitudinal analysis of predictors on attitude towards self-reliance
None of the variables (e.g. mastery, severity of symptoms and use of professional care) were significantly associated with attitude towards self-reliance at follow-up, except for attitude at baseline (Table 3) . Multivariate analysis showed an association between attitude towards self-reliance at baseline and attitude towards self-reliance at follow-up only (p < .001). However, both models seemed to be a good fit to the data; model 1, F(1, 233) = 45.55, p < .001, and model 2, F(5, 229) = 11.31, p < .001). Model 1 explained 16% of the variance (R 2 = .16) and model 2 explained 20% (R 2 = .20). The change in R 2 of 3% (R 2 change = .03) was significant (p < .05), indicating the second model was a better fit to the data than model 1.
Discussion
Results
Not everyone with a subclinical depression will develop a depressive disorder. Therefore, it is important to gain better insight into their preferences of coping with their symptoms (Pietrzak et al., 2013) . Attitude towards care (i.e. professional care, informal help or self-reliance) is an important factor that will determine how people will cope with their symptoms. Since no research to date has focused on attitudes towards care in people with subclinical depression, this study examined the influences on attitude towards professional mental health care, informal help and self-reliance in a sample with subclinical depression.
Our results show that being male, being younger in age, feeling more control over their lives and having easy access to professional care were related to a more positive attitude towards professional mental health care at baseline. Being male and having a more positive attitude towards professional care contradicts previous findings that males are less likely to seek professional care in general (Jagdeo, Cox, Stein, & Sareen, 2009; Jorm & Wright, 2007). However, this effect was relatively small and the univariate analysis did not show a significant effect, indicating that this result might be caused by an interaction with another variable. Furthermore, our results seem to support the finding that younger adults hold more positive beliefs about professional care although some inconsistencies in the literature regarding age as a predictor of coping exist (Andrews, Issakidis, & Carter, 2001; Bland, Newman, & Orn, 1997; Ten Have et al., 2010; Verhaak et al., 2009 ). Unemployment and feelings of more control were associated with more positive attitudes towards informal help at baseline. Although research on informal help-seeking is scarce, previous research did not find any influence of employment status (Brown et al., 2014) . However, Brown and colleagues included more young adults and students among the economically inactive, whereas this study included mostly people who were economically active or employed.
A positive attitude towards self-reliance was associated with older age, lower feelings of control and less accessibility to professional care. No studies have examined attitude towards self-reliance; however, the results seem to support findings that older people prefer to solve problems on their own and report a less positive attitude towards professional care (Jagdeo et al., 2009; Van Zoonen, Kleiboer, et al., 2014) . Moreover, inaccessibility to professional care appears to have a negative influence on attitude towards professional care (Fung & Wong, 2007; Mojtabai, 2007) ; however, it might also make people feel that they should solve these problems on their own resulting in a more positive attitude towards being self-reliant.
Respondents, who indicated to have used professional care for their mental health problems at follow-up but not at baseline, reported a more positive attitude towards professional care compared to respondents who had not used professional care at either baseline or follow-up. This experience with care might explain results from other research indicating that people who report using professional care are more readily seek care when they experience problems (Fung & Wong, 2007; Mojtabai, 2007; Verhaak et al., 2009) . However, these results should be interpreted with caution since this model did not explain more of the variance than the model with solely attitude towards professional care at baseline. Moreover, a change in mastery, severity of depressive symptoms and care utilization when controlling for attitude at baseline were not associated with neither attitude towards informal help nor attitude towards self-reliance at follow-up. Since attitude is a very stable construct, it may be difficult to find an effect.
Limitations
This study has some important strengths, including a large sample size and longitudinal design. As far as we know, this is the first study that examines the association in change of variables across time on a change in attitude towards different types of care across time. Therefore, this study provides a good first step in a better understanding of attitudes towards care in people with subclinical depression. However, there were certain limitations to this study and the results should be interpreted in light of these limitations. The definition of subclinical depression as used in this study does not distinguish between depression in remission and people who experience depressive symptoms for the first time. However, no clear consensus on the definition of subclinical depression exists. This can have influenced the results since people who have experienced a depression might have had more experience with professional care. Furthermore, the scale on which the different types of attitude were based was derived from a larger questionnaire, which might have caused some information to get lost. More items may be needed to establish different types of attitudes; however, this is often a challenge in epidemiological studies. More importantly, this study examines a specific part of attitudes that may be of influence on help-seeking. Finally, the study uses longitudinal data based on two measurement points in time since attitude is a fairly stable construct; however, it is difficult to identify causal relationships. For example, it is impossible to identify whether someone sought care because they already had a positive attitude or did the experience with care positively influence the attitude. Nonetheless, this study enhances our understanding about an important facet of help-seeking that has not been examined before in this high-risk group of people with subclinical depression.
Implications and future research
People with subclinical depression have an increased risk of developing major depression. Preventive interventions have shown to be effective; however, people who are willing to seek care are often hindered by attitudinal barriers. It is therefore important to increase our understanding of how people with subclinical depression will cope with their symptoms and what, if any, care will be sought.
Future research should replicate the results from this study and expand knowledge by differentiating between people who suffer from first-time subclinical depression and people who report subclinical depression after having suffered from a depressive disorder as this is considered an indicator of need (Druss et al., 2007) . This history of depression might influence whether or not people have experience with different types of care and this, in turn, might influence people's attitudes towards that care.
Furthermore, not everyone who suffers from subclinical depression will need care (e.g. not everyone will develop a depressive disorder) (Cuijpers et al., 2006; Hill et al., 2014) . Therefore, future research should focus on examining whether or not being self-reliant will suffice in preventing the onset of depression in people with subclinical depression who indicate a more positive attitude towards being self-reliant and who have not sought professional help.
Conclusion
Prior research has shown that attitude towards mental health care plays an important role in whether or not people seek help. This study shows that mastery was the most stable factor associated with all three attitudes. Higher levels of mastery were positively associated with professional and informal care, but negatively associated with self-reliance. Both age and mastery showed relatively large effect sizes. Furthermore, it is important to examine whether being self-reliant is sufficient in preventing the depressive symptoms from converting into a depressive disorder.
